The material on which my remarks are founded consists of 86 cases of carcinoma of the rectum operated on in seven years. In the cases under review, when excision has been performed, Kraske's method has been employed in all, as it is safer than the combined method and the ultimate results are just as good.
Mr. E. R. Flint: The material on which my remarks are founded consists of 86 cases of carcinoma of the rectum operated on in seven years. In the cases under review, when excision has been performed, Kraske's method has been employed in all, as it is safer than the combined method and the ultimate results are just as good.
These 86 cases have all had colostomy, practically all of the left inguinal type, with a mortality of 3-4%. In 49 excision has followed after an interval of from two to three weeks with an immediate mortality of 8°,b; that is to say I have deemed 56% of the growths removable-the only factors prohibiting excision, apart-from obvious secondary deposits, have been fixation to the lateral pelvic walls, and definite involvement of the base of the bladder or urethra.
The special risks in operating by Kraske's method are shock and infection of the wound and also cystitis in men. The general condition of patients with carcinoma of the rectum is not particularly poor, and improves appreciably after colostomy. In those cases which appear to be unusually bad risks pre-operative building-up can be accomplished by a good nourishing diet and plenty of fluids after colostomy, aided by glucose, sometimes by continuous intravenous drip therapy and invariably by blood transfusion on the day before operation. Transfusion is particularly called for, because there is likely to be a good deal more bleeding at the time of operation than is the case in most other comparable major procedures.
Provided the growth is freed without perforation the real risk of infecting the wound arises when the gut is cut across; this is accomplished in exactly the same way as when the duodenum is cut when performing gastrectomy, that is to say by severing it between Payr's clamps, cauterizing the cut end, and infolding it with a running suture of Pagenstecker's thread-the greatest care being exercised to protect the cut end from coming into contact with the wound at any point.
To make doubly sure that infection shall be controlled I always insert-before closing the wound-a three-way Carrel's tube through the upper end of the incision. One tube lies in the hollow of the sacrum and the other two in the crevices on each side at the pelvic wall; they are stitched in position to prevent escape from the selected sites. These tubes are flushed out with Dakin's solution two-hourly for the next week or so. In addition gjauze soaked in the same fluid is lightly laid against the whole raw surface and remov d on the second day. A large rubber tube is placed in the deepest part of the cavity and removed on the fourth or fifth day. Possibly sulphonamide, powdered over the whole raw surface, might be as efficient but I have not yet tried it.
This technique has been successful in preventing infection. Retention of urine, especially in men, is common after Kraske's excision, and a very troublesome cystitis often follows. I always put the patient on continuous bladder washing from the time he gets back to bed, as advocated by Mr. Cuthbert Dukes. This
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In order not to injure the urethra a large gum elastic bougie is tied in at the beginning of the operation and removed at the end. Operative details and the question of recurrence do not come in the scope of this discussion; there is one point, however, which affects the patient's comfort, that is the treatment of the intestinal stump. I prefer to infold it and drop it into the wound rather than stitch it to the skin leaving a mucus-secreting sinus. Generally the wound eventually heals completely, and there is no subsequent trouble with the blind end. Occasionally a sinus forms, but the patient is no worse off than he would be had the gut been brought to the surface in the first place.
Surgeon Rear-Admiral Gordon-Taylor: For the successful extirpation of a cancerous rectum perhaps the most important pre-operative measure is the pre-operative decision as to the type of surgical procedure to be adopted in the particular case. Precious minutes will not then be wasted, and unnecessary manipulations and repeated turning of the patient will be avoided.
The surgery of malignant disease is the surgery of the lymphatic svstem. The only thorough and really radical operation for a carcinomatous rectum, the only ideal cancer operation based upon a sound knowledge of lymphatic anatomv and pathology, is some -ype of combined operation, whether the abdomino-perineal method of Ernest Miles, or the operation undertaken in the reverse direction, the " perineo-abdominal " operation.
Although some form of combined operation may be the only truly radical operation for a cancerous rectum, nevertheless for a considerable proportion of cases and in the hands of a large percentage of surgeons, a radical operation of the magnitude of an abdominoperineal or a perineo-abdominal extirpation may be quite beyond the powers of the patient's recovery.
The relative percentage of cases of cancer of the rectum to which the radical or somc "makeshift " operation is applicable will vary with the condition of the patient and with the skill and the experience of the surgeon. A super-surgeon will attain success where the less skilled or less experienced courts failure; thus an obvious pre-operative factor ill determining success is the choice of a surgeon of experienice, of skill and especially of judgmzenit.
In forming a judicial estimate of his patient, the surgeon will consider the age, sex, and nationality; the blood picture, the cardiovascular, pulmonary, urinary and nervous systems all demand study. The bodily configuration of the patient is of no little moment; the existence of diabetes or Bright's disease; a history of gout, syphilis or recurrent phlebitis will influence the surgeon in his choice of operation. Some relv upon the Moots-McKesson test of operability-marked deviation from the pulse-pressure ratio percentage loads the scales against the patient in any operation of magnitude.
Is it possible to convert the " noli me tangere" for whom no operative removal can be considered or at any rate for whom the most thorough radical extirpation cannot be contemplated into a patient who is a " justifiable risk " for some tvpe of rectal excision? Age itself is no absolute barrier to successful radical surgery; all surgeons of experience can count septuagenarians amongst their successful abdomino-perineal resections; yet age must impose her decree upon surgical enthusiasm. The blood picture can be improved by transfusion. The defective cardiovascular svstem mav be improved so as to enable the patient to survive at least a perineal excision.
The prostatic may require per-urethral diathermy resection, or exen a suplrapubic drainage. Such patients, however, can never be serious candidates for a combined radical operation.
Fat is a terrible handicap for the surgeon and a menace to the prognosis, and where the extent of the growth permits of some delay, measures may be instituited to reduce the Nveight of the patient. A preliminary biopsy is of value.
Of all pre-operative measures determining the success of a rectal extirpation, none is more important than preliminary drainiage of the bowel. This mav often be adequately sCcured by the internal administration of magnesium sulphate and the employment of en-emata; in other cases operative drainage of the bowel is required in the form of a colostomy or a caccostomy. Loss of fluid resulting from the employment of vatery purges or from a czcostomy is easily and accurately compensated by the institution of a "drip-in-futsioni" of a glu.cose-salinie soluttionz. This is a most valuable measure of safety.
I have no experience of the pre-operative employment of the sulphonamides in cases 709 of cancer of the rectum. These are probably best employed locally in the perineal wound and in the abdominal incision at the time of the operation. There is ample experimental evidence and some clinical proof of their value when employed in this manner. That surgeon will prove the most safe and successful who neglects no pre-operative measure to " make the patient safe for surgery ", and who employs the appropriate operation for the particular case under consideration. The surgeon may still be of good heart despite indications that the patient is unlikely to stand a combined operation; for the perineal operation is associated with a low mortality in competent hands and in the ampullary variety is followed by the prolongation of life for many years. Furthermore, the Hartmann operation carries fewer risks than the combined procedure, and is well worth performing for new growths in the pelvic rectum; moreover before such a patient there dangles the hope of a continent sphincter.
Dr. Cuthbert Dukes: My function is to describe the help which a pathologist can give in the co-operative enterprise of curing a patient of cancer of the rectum. In diagnosis.-For many years it has been the practice at St. Mark's Hospital to carry out a routine biopsy examination before operation in all cases of cancer of the rectum. This simple and harmless procedure, though not always essential for diagnosis, often provides information with regard to the grade of malignancy and the distinction between columnar and squamous-cell carcinoma.
In assessing fitness for operation.-Of chief importance in this respect is the recognition of anaemia and defective renal function. Treatment of anaemia certainly deserves a place in the list of factors which make for safety. Investigation of renal function is of particular importance in men who.may suffer from prostatic obstruction, but it often provides useful information in other cases also. The estimation of the blood urea is all that is required as a rule.
In supervision of blood transfusion.-It is one of the functions of the pathologist to supervise the grouping of patients and prospective donors. At St. Mark's Hospital a few c.c. of blood is collected from each patient a few days before excision of the rectum. The serum is separated and stored in the refrigerator and is used for a direct matching test between the recipient's serum and the donor's red cells. In relation to blood transfusion also the aim should be to give just as much blood as the patient has lost. To obtain accurate data I estimated the blood lost in ten successive operations of perineo-abdominal excision of the rectum. The average was 500 c.c., the range being from 100 to 1,000 c.c.
After discuissing each of these cases with the operating surgeon I formed the impression that an experienced surgeon generally knows fairly accurately how much blood has been lost at operation, so that there is no need to make the laborious estimation of blood loss a routine procedure. But it is useful to keep in mind that most patients lose about 500 c.c. of blood.
In the elucidation of any complications which occur duirinig conzvalescence.-After operation it is most important that anything going wrong should be recognized early and diagnosed correctly, and here the pathologist may often be of assistance. There are four tests which should always be undertaken immediately there is any sign of serious complications during convalescence from rectal cancer. Two of these are tests on the blood and two on the urine. The blood tests are-first, a complete blood-count to detect unsuspected anaemia or severe leucocytosis, and secondly, a chemical analysis of the blood, particularly of the blood urea. I recently carried out a series of biochemical tests to watch over the convalescence of ten successive cases of rectal cancer, estimating each day the hlemoglobin, blood urea, blood chlorides and alkali reserve. These and other similar investigations have convinced me that in all cases of paralytic ileus or renal failure the first blood test which will show anything wrong is a rise of the blood urea. In the course of a few hours this may ascend rapidly from the normal level of 20 to 40 mgm. to over 100 mgm. In paralytic ileus this rise in the blood urea precedes by several hours any alteration in the level of the blood chlorides or alkali reserve.
The two urine tests which I also regard as indispensable are a bacteriological examination to detect infection and a test for the excretion of chlorides. Urinary infections often begin with severe constitutional symptoms and can only be recognized by microscopical and bacteriological tests. This is well known, but I shall describe a test whose value is not so widely recognized, namely, the estimation of chlorides in the urine. In cases of paralytic ileus a deficiencv of blood chlorides ultimately occurs as the result of loss through vomiting or gastric distension. As alreadv mentioned, this is preceded and accompanied first by a rise in the blood urea and later perhaps by a decline in the alkali reserve, but the earliest sign of all may be a deficient excretion of chlorides in the urine. This can be recognized by the simple qualitative test with silver nitrate which shows whether chlorides are present in normal quantities or are considerably diminished or absent altogether. The other tests which I have mentioned-the blood-count, estimation of blood urea, microscopic and bacteriological examination of the urine-require special apparatus and training, but the estimation of urinary chlorides is no more difficult than the tests for albumin and sugar. It would be a factor making for safety ifi the post-operative treatment of carcinoma of the rectum if tests for urinary chlorides were carried out as a routine for the first few critical days after the operation of excision of the rectum.
Detection of chlorides in urine.-Add to half an inch column of urine ten drops of concentrated nitric acid and half an inch column of 3 % silver nitrate.
When chlorides are present in normal amount a heavy curd-like precipitate of silver chlorides appears at once. When chlorides are slightly diminished the solution appears milky or opalescent. When absent there is no turbidity.
The nitric acid is added to prevent precipitation of urates and silver phosphate. The silver nitrate solution need not be exact.
A control test should be carried out with a normal urine. If the tubes are allowed to stand for a few minutes the size of the flocculent deposit provides a rough measurement of the quantity of chlorides present.
Mr. Naunton Morgan (in absentia-read by Mr. Lloyd-Davies): Post-operative treatment.-There can be no doubt, since the water and electrolytic balance of the surgicallysick patient has received more attention, that convalescence is smoother, abdominal distension less and the mortality rate lowered, after severe abdominal operations. Both preand post-operative control of fluid balance is essential.
The body normally loses from the kidneys, skin (insensible water loss and sweat), lungs and fteces about 2,500 to 3-,000 c.c. of fluid in twenty-four hours. Further, the reasonable average requirement of sodium chloride is about 5 g., which is represented by 600 c.c. of normal saline. The basic ration is therefore 3,000 c.c. of water containing 5 g. of sodium chloride.
During and after a major operation, there is a greater loss due to increased sweating, respiratory exchange and blood loss. In the first twenty-four hours it is therefore necessary to give an additional 500 to 1,000 c.c. of fluid. The basic ration during the twenty-four hours following the operation is therefore about 3,500 to 4,000 c.c. of fluid.
When complications occur, such as vomiting, distension, fever, diarrhoea, &c., a supplementary ration must be given in addition to the basic allowance, to cover this abnormal loss.
Since normally the gastro-intestinal tract secretes and reabsorbs between 7,000 and 10,000 c.c. of fluid per day, it is in the abdominal cases that great abnormal loss is most common. With intestinal obstruction and distension, a large amount of both fluid and electrolytes may thus be lost by vomiting or by passage into the lumen of the intestine or its wall. Abnormal loss of gastro-intestinal contents must be made good by the administration of both fluid and electrolytes. Normal saline more or less covers this loss.
Though the best way of giving fluid is by the mouth, the administration of fluids by this route after extensive abdominal operations may be dangerous. It has been shown by many observers, and recently by Douglas and Mann, that peritoneal irritation will produce reflex intestinal atonicity and distension. As the result of operative trauma and localized or generalized infection, temporary paresis of the gut occurs. Those who listen daily to abdomens after laparotomy will confirm this by the slumbering silence of the alimentary tract for one or more days after operation. To pour fluid into these slightly distended and poorly contracting coils of intestine is unsound. It is therefore necessary to give fluids parenterally or rectally. After combined excision of the rectum, fluids and electrolytes should be given by the intravenous route.
Plasma protein and electrolytes maintain the osmotic equilibrium and blood volume, but the water in which they are dissolved is not available for the excretion of metabolites. It is therefore essential to give water which will be free to act as a vehicle of metabolic interchange. For intravenous use, such water may be given as isotonic 5% dextrose in distilled water because the sugar will be oxidized, leaving the water as a free agent.
The body requires its 3,000 c.c. of water per day but oinly 5 g. of NaCl. This sodium chloride can be given as 600 c.c. of normal saline and the remainder of the daily ration .31
Section of Proctology 711 of water as 2,400 c.c. of 5% dextrose in distilled water. The two solutions may be ready mixed and an isotonic solution containing 4% dextrose, 0-18% NaCl in distilled water is obtained. This balanced fluid recommended by Avery Jones and myself some years ago will prevent the excessive administration of normal saline with its dangers of hydraemia and cedema and has proved very satisfactory. When distension or vomiting occurs, additional normal saline is required. The amount of vomit is measured and a similar amount of normal NaCl given. If distended coils of intestine retain fluid and electrolytes, a further estimated amount (600-1,000 c.c.) of normal saline is necessary. Excessive sweating and diarrhoea-are likewise balanced.
The use of the Ryle or Miller-Abbott tube for the treatment of vomiting, and distension as the result of paralytic ileus, peritonitis or dynamic obstruction is an essential part of post-operative care. The removal of toxic bowel contents and their replacement by an equal volume of intravenous normal saline is imperative.
The anxiety experienced by many surgeons to get the patients' bowels open by cruel stimulation of both the patient and his tired intestine, apart perhaps from the giving of the physiological acetylcholine, is wrong until gut contractions are definitely audible through a stethoscope, or wind is passed from the colon. The use of morphia for the comfort of the patient is important, for though morphia is said to stimulate the gut, its effect is cumulative. There are of course rare cases of idiosyncrasy to morphia.
The time for gentle stimulation of the intestine has arrived only when it emits its awakening tinkles of movement. Greater activity may now be encouraged by the use of small enemata, supplemented if needs be by an intramuscular injection of prostigmine.
After wind or faeces are passed, mild aperients are given for the first time. Fowowing colostomy, large enemata should not be given at first, since retention in the colon may produce kinking of the splenic angle and fatal obstruction supervene. I have seen this, at autopsy, on more than one occasion.
-Little mention has been made of the r6le of plasma protein in this brief survey. All are agreed that routine blood transfusion after combined excision of the rectum has reduced the mortality rate. This is partly due to the replacement of plasma protein, lost not only in blood but also from serous oozing from the large raw area in the pelvic cavity during and for some time after operation. Protein loss is normallv made good by adequate diet.
There is evidence that plasma protein is lost into the wall of the intestine in intestinal obstruction associated with distension of, and tension within, the small gut (Fine, Hurwitz and Mark, Annals of Surgery, 112, No. 4, 546, October 1940) . Apart from surgical shock there appear to be few conclusive investigations of plasma protein in post-operative cases, but it must be remembered that the poorly nourished patient or one who has suffered from prolonged sepsis and inanition may have a low plasma protein. In the presence of hypoproteinaemia there is a danger that administration of moderate amounts of normal saline intravenously may produce cedema. This can occur even with a normal blood chloride. Furthermore, hypoproteinaemia is a probable factor in the delayed healing of wounds (ruptured abdomens, &c.).
In the surgically sick patient, especially when sepsis and distension are present, the plasma albumin and globulin should be estimated and plasma administered accordingly.
Mr. Frankis Evans: In this problem there are three important decisions. First, when to operate; secondly what operation is to be performed; and thirdly under what circumstances is that operation to be done. In all this the anaesthetist is directly concerned, for the choice of anaesthetic, and the method of its employment is dependent upon the condition of the patient, the operation to be done, and whether any therapeutic measure such as the administration of blood is contemplated during the operation.
The anaesthetist should invariably see the patient beforehand, so that he may instil confidence and evaluate the operative risk. It is of the utmost importance that the patient does not see the anaesthetist for the first time at the operation, but should be able to regard him if not as an old friend at any rate as a well-wishing acquaintance. The preliminary examination should include an evaluation of the circulatory system as a whole, and this necessitates the examination of the heart, arteries, pulse-rate, exercise tolerance, and blood-pressure. The respiratory system also must be examined for evidence of infection, and with regard to adequate lung expansion. It is also essential to know the haemoglobin percentage, and the condition of the excretory system as evidenced by the bloodurea estimation.
I would like to stress the time factor in the operation for cancer of the large bowel Proceedings of the Royal Society of Medicine 32.
where shock is an unwelcome and ever-present guest, any procedure taking longer than one hour tends to emphasize this fact; therefore the combined perineo-abdominal excision with two surgeons working simultaneously below and above has much to recommend it. The anesthetist, too, can help very materially in reducing the time of operation and the onset of shock by choosing that form of anaesthesia which will render the surgeon's task as easy as possible. To this end he must use an anaesthetic which will give the greatest degree of abdominal relaxation with the least disturbance to the patient, and which will render the respiratory movements slow and of small amplitude. At the same time the patient must not be poisoned with slowly excreted drugs and noxious vapours.
It is my practice, therefore, to give a preliminary injection of omnopon gr. x/3 with scopolamine gr. -7r subcutaneously, followed by the rapidly excreted barbiturate pentothal g. %2 intravenously. The patient is then given a spinal anzesthetic of heavy percaine 16 c.c. in the second or third intervertebral space and the table is tilted to a 50 Trendelenburg position. This gives adequate relaxation and anaesthesia up to the seventh thoracic for some two hours. The patient is kept under bv the administration of nitrous oxide and oxygen. With this method the patient comes round quickly and there is least disturbance to his organism as a whole. The control of the blood-pressure should be in the hands of the anaesthetist, and I would like to stress the two types of blood-pressure fall which may be seen after the administration of a spinal aneesthetic. In the one case the patient remains a good colour, is warmn, and has a slow pulse; but if the circulatory system cannot adapt itself to these changed conditions there is a totally different picture: the patient is blue-grey, pinched, and has a rapid thready pulse. It is in this condition that intravenous medication is required. I find that phedracine 0 5 to 1 c.c. intravenously will raise the blood-pressure quickly and adequately, as also will ephedrine by the same route. Neither of these drugs will raise an already fallen blood-pressure if given intramuscularly. This is followed immediately with blood, or saline. This blood drip is continued post-operatively and is followed up with normal saline one part and sterile tap water four parts.
When the patient is back in bed, the foot is raised on six inch blocks, and one pillow is permitted. This is to minimize the risk of headache, it also tends to keep pressure off the pelvic peritoneum. It is better to prevent the patient drinking for twenty-four hours until thegut has begun to move. This obviates sickness by resting the stomach, and the patient gets all the fluid required by means of the intravenous drip. Finally sleep is essential, therefore opium should be given generously.
Dr. Ronald Jarman: Four main points are essential in pre-and-post-operative treatment: (1) The condition and comfort of the patient; (2) teamwork; (3) the type of anaesthetic; (4) the immediate after-treatment.
(1) Providing the patient has not got an acute obstruction necessitating a decompression before the main operation, all examinations should be done while the patient is in hospital, such as the condition of his upper respiratory tract, chest, &c., and tests for blood urea and blood sugar, or specimens of urine, &c. I examine the patient at this time, taking blood-pressures before and during the pre-operative treatment.
In the majority of these cases the pulse pressure is either low or high. If low, I have cause for anxiety, but as long as the pulse pressure is high, no matter what the age is, I do not have to worry about the case during the anaesthetic. I always tell the patient that there are three main factors in his operation: the surgeon, the anaesthetist and himself. He knows that the surgeon will do his part to the best of his ability and likewise the anasthetist. When that has been done it is up to him to do his job in getting better as quickly as possible. To do this he has to be amenable to the people in charge of him, to his surroundings, and adapt himself to the treatment.
(2) I have worked with two surgeons whose technique is, except for a few small points, the same. They have worked together on a large number of these cases and the operation has been discussed to the last detail.
(3) Here my technique is as follows: To ensure the patient a good night's rest, medinal gr. 10 and aspirin gr. 10 are given the night before. The Roche ampoule omnopon gr. I/3 and scopolamine gr. Tl is given one hour before the operation to produce a state of somnolence and pentothal g. /2, that is to say 10 c.c. of 5% solution is given to the patient whilst in bed, and he is therefore unconscious of being moved to the operating theatre.
A spinal anaesthetic, using Etherington Wilson's technique, is given. Ephedrine gr. %/ or gr. 1 is injected whilst the patient is sat up.
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In the case of men 14 or 15 c.c. of light percaine, strength1:1,500 at just over body temperature, is injected into the theca. The patient is kept sitting up for sixty seconds from the commencement of the injection and then put down into 15°Trendelenburg position. In the case of women, 12 or 13 c.c. light percaine is all that is necessary.
The patient is then given nitrous oxide and oxygen by means of a McKesson machine and after further preliminaries such as emptying the bladder, seeing the shoulder rests are in positiQn, the operation is allowed to commence in the fullest Trendelenburg.
It may be necessary, during the operation, for a continuous saline and glucose drip to be given. One has to be prepared to do this by putting a cannpula into a vein in either of the legs.
Post-operatively, the anaesthetist should be prepared to have to give whole blood or saline and glucose intravenously. The patient lies on his back when he returns to his bed, with a clear airway, and as soon as he starts to come round is given a pillow, and after six hours he is put into a full Fowler's position.
I have had 5 deaths on the table out of 500 cases. All these have been over the age of 65. The age-incidence has been from 27 to 77, though actually I have done a case of a young man of 23. Deaths within twenty-four hours have been nil. At forty-eight hours they have beenl/2%, and deaths following this period have usually been after five or seven days and are 12 %.
The success of the operation is no doubt due to the speed at which it has been done. The average time, taking all types of cases, has been one hour and twenty minutes.
Where the patients have partially collapsed on the table their recovery has been dramatic when a pint of whole blood has been given, and usually they have made an uninterrupted recovery.
The following points have to be borne in mind:
(1) The possibility of coronary thrombosis. Two of my immediate deaths at postmortem examination were due to this, though clinically there was nothing to indicate such a possibility.
(2) The condition of latent chest trouble, usually found in old people, where chest symptoms develop two or three davs after the operation.
(3) The increased risk where the patient's resistance is at a very low ebb.
Lt.-Col. J. A. MacFarlane: I shall limit my remarks to one or two considerations-the relief of chronic obstruction and the improvement in the patient's general ability to withstand the particular operation which has been decided on.
Discussion of these measures necessarily includes the question of a choice of operation. The surgeon should not commit himself to a single type of operation. Each patient should be studied according to age, general condition, site of lesion, &c., and the operation chosen which will give him the best chance of survival. In minor degrees of obstruction by growth in the recttum proper, when the patient is a good general risknot judged on age standards alone-our practice has been to keep him on clear fluids, daily administration of mag. sulph. and colon washouts for six to eight days, and then after 2,000 c.c. of glucose solution and a transfusion of 500 c.c. whole blood on the day preceding, to carry out an abdomino-perineal resection.
If after such preparation the bowel is found to be poorly prepared, even slightly distended and cedematous, we do the operation in two stages after the Labey technique, and during the following fortnight the bowel is washed through with 1:1,000 acriflavine solution in preparation for the resection.
In the eighteen months preceding the war some experience was gained with the Devine operation, and several growths in the lower sigmoid were resected. It is felt that this procedure should be the one of choice in those growths above the peritoneal reflection, yet too low to permit of a Mikulicz resection.
A procedure as radical as the abdomino-perineal can be carried out except for the removal of the ischiorectal fat. and there is no doubt that after thorough washing of the distal loop after a transverse colostomy of the Devine type, an anastomosis of colon to rectum can be done with safety' and the sphincter function saved.
In all cases with acute obstruction from rectal cancer it would seem wise to do a blind caecostomy. This is a life-saving operation, and will tide the individual over the emergency.
The plan of precedure for a radical operation can then be worked out.
In the general examination the residual urine should be estimated-the estimation of non-protein nitrogen in the blood or other kidney functions test be carried out. If there is evidence of prostate enlargement with much retention, it is wise to deal with this condition by transurethral resection before the attack on the rectal growth.
In cases where the haemoglobin is reduced below 70, one or two transfusions may be given in preparation. In all cases where a resection is planned a transfusion of 500 c.c. whole blood is given on the evening preceding the operation and 500 c.c. are available to be given during or following the operation if necessary.
Dr. P. L. Mollison: 4 previous speaker has mentioned the use of plasma in the preand post-operative treatment of carcinoma of the rectum. Pre-operatively, transfusion of plasma finds its most correct place in the treatment of obstruction of the small intestine and, not of the large, because only in the former can the plasma volume be shown to be reduced. In the treatment of immediate post-operative shock it is more reasonable to use blood, as the haemoglobin is almost always found to be low in such cases, and the anaemia can thus be corrected at the same time as blood volume is being restored. It should be remembered that plasma at present proves almost three times as expensive to produce as blood, both in donors and in money.
Mr. E. T. C. Milligan: It has become a routine procedure to test the fitness of the patient's body to withstand this operation in the wav Dr. Cuthbert Dukes has described, but I also try to discover the patient's own attitude to his disease.
The remedy for fear is trust and knowledge, so the patient must find throughout his illness that all his contacts are trustworthy. The surgeon, his assistants, and the nurses, should foster faith and confidence by their efficiency, knowledge, loyalty, and confident action. The patient's practitioner is invaluable if he himself is knowledgeable and is free from fear.
Some are ashamed or, afraid to admit their fears. Some fears are unformed and the patient is inarticulate. All patients are ignorant of or misinformed about this big enterprise so that the resulting fears are unreal and imaginary. It is good practice to explain what the patient needs to know and then to ask about specific fears, but to avoid suggesting fresh ones. To revealed fears the surgeon can give an answer out of his own life and the experiences of other sufferers. The common fears are centred around the anmsthetic, the colostomy, the loss of economic security, interference with social activities and relationships, curability, and the dread of pain and death.
In ptactice it is found that many false and curious ideas disturb the patient's mind, and he gains much relief by sharing them with his surgeon. Amongst uncommon fears which cause stubborn refusal to face the ordeal is conflict between the patient's religious ideals and the proposed action of the surgeon. 'A guilty or shameful personal secret, which may be revealed during loss of conscious control, leads to unreasoning refusal. A pension terminating at death is sometimes a concealed dread or impediment because of its effects on dependants.
The ideal conditions for successful surgery are that the patient has implicit faith in his surgeon and his assistants, together with a vital spiritual faith applied and well tried in the commonplaces of life and now exercised in his crisis.
Mr. A. Dickson Wright: I consider the large wound cavity created in the perineum as similar to the recent war wounds in which sulphonamide powder has proved so valuable, and I have made it a routine to sprinkle the wound liberally with this powder and to place pieces of a special gelatine impregnated with 50% sulphonamide in all the corners of the wound. This gelatine slowly dissolves in the wound serum and keeps up the sulphonamide action.
The sulphonamide after absorption into the blood-stream does good work in keeping down post-operative urinary infection.
